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Ka la Azar (Visceral Leishmaniasis ): Kala azar or visceral leishmaniasis 
is caused by the protozoon T .eishmania donovani. The disease is characterized 
by prolonged, irregular fever, splenomegaly, hepatomegaly, emaciation, ane- 
mia and leukopenia. Other leishmanial diseases are cutaneous leishmaniasis 
(oriental sore, espundia, Aleppo boil, Biskra button, etc.) caused by Leish- 
mania tropica , and infantile kala azar caused by T ,eishmania infantum. 
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Geographic Dist ribution : Kala azar occurs on all continents except North - 
America and Australia. It is endemic in the Mediterranean Basin, in parts o f 
Africa north of the Equator , southern Russia, Turkestan, and in parts of Argentina , 
Paraguay and Brazil. In Asia it is prevalent in Assam, Bengal, Bihar and Madras 
in India and throughout China north of the Yangtze River including Manchuria. 
Cases have also been reported as far south of the Yangtze River as Canton, but these 
cases are thought by Chinese observers to be due to migration of infected individuals 
from north China and elsewhere. It occurs neither in the Philippine Islands, nor , as 
far as is known, in the Japanese Islands . Cases of kala azar have developed among 
American troops in India. This disease maybe expected to occur also among troops 
operating in endemic areas throughout Asia unless extraordinary care is taken to 
prevent exposure to sandflies. 

Transmission : Most investigators believe that the principal mean's of 
transmission of kala azar is by the bite of the Phlebotomus fly (sandfly) . 
Various other insect vectors as well as droplet Infection have been suspected. 
Dogs may be infected with Xu. donovani in China, India and other areas, but it 
is thought that man constitutes the major reservoir of infection. 

Clinical Course : The clinical course of kala azar is that of a chronic, 
progressive disease. The incubation period is variable, usually being from 
6 weeks to 4 months, but it may be as short as from 12 to 14 days. The onset 
may b e sudden or gradual, simulating the onset of such diseases as malaria, 
dengue or typhoid fever . Febrile periods of approximately one month are usually 
interspersed with afebrile periods of varying duration. The fever is very 
irregular. A regular rise and fall of fever 2 or 3 times daily, while a tr adi - 
tional characteristic of the disease, is probably encountered in not more than 
one -fourth of all cases. The temperature range is generally between 99° and 
102° F. 

There is steady loss of weight and the general appearance of the pa- 
tient gradually becomes one of extreme emaciation in untreated cases. Hair 
becomes scanty, and the skin assumes a dusky hue. The spleen is almost 
invariably enlarged, and the liver is palpable in about 88 per cent of cases, 
according to Napier. Enlargement of the spleen is progressive, and, in the 
untreated case, it generally extends below the level of the umbilicus in about 
one month. Early in the disease the spleen may be soft or doughy on palpation, 
but it becomes firm as the disease progresses. Splenic enlargement may even- 
tually become massive, and spleens weighing ten pounds have been found on 
autopsy. Enlargement of the liver is more gradual and may escape notice for 
about 6 months. The liver seldom enlarges to the same extent as the 
spleen. Tenderness of the spleen and liver, while present at times, is not 
marked. Abdominal protuberance caused by these enlarged organs is often 
in striking contrast to the characteristic emaciation of the body. Other signs 
incident to liver damage are distended superficial abdominal veins and carotid 
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pulsations. Purpuric hemorrhages and bleeding from the nose and gums are 
fairly characteristic manifestations. Despite his appearance, the patient 
usually feels surprisingly well, is alert mentally, and can often remain com- 
fortably ambulatory during the early febrile periods. 

Marked anemia is a prominent feature of the disease in the late stages only, 
although moderate anemia may be noted fairly early. Leukopenia is a com- 
mon and early finding with the white blood cell counts usually below 3,000 
per cu. mm., the granulocytes being relatively decreased. Secondary infec- 
tion or complications may produce a leukocytosis. 

Other less characteristic and constant findings in kala azar are indiges- 
tion, diarrhea, jaundice, ascites, edema of the legs in late cases, hemic mur- 
murs, cough, reduced coagulability of the blood, urobilin and traces of albu- 
min in the urine and lowered blood sugar. Many of these manifestations are 
clearly secondary to liver damage. 

Resistance to other infections is apparently lowered during the course 
of kala azar, and secondary infection or other complications are particularly 
severe. Lobar and bronchial pneumonias are common. With a persistent 
leukopenia these complications are of grave import. 

A skin eruption known as dermal leishmanoid or "post kala azar dermal 
leishmaniasis", appearing from 1 to 2 years after treatment is reported to 
occur in more than half of treated kala azar patients. This eruption may occur in the 
absence of frank kala azar. It is characterized by depigmented 
patches which may coalesce to occupy large areas, and an erythematous erup- 
tion of the "butterfly" distribution about the nose, cheeks and lips. Lesions 
on the face may progress to a nodular, verrucous or even xanthomatous stage, 
although this is rare. 

Pathology: Grossly there is marked emaciation, muscular atrophy and 
enlargement of the spleen and liver. The spleen may weigh 3 pounds or more. 
Ulceration or necrosis of intestinal mucus membranes may be noted, although 
these are not constant findings. 

The lesions of kala azar and other leishmanial diseases are character- 
ized by marked hyperplasia of reticulo- endothelial elements and by progres- 
sive degeneration, destruction and replacement of other tissue elements . 
The organisms of Leishmania multiply rapidly by binary fission within the 
reticulo- endothelial cells which become swollen and rupture. The organisms 
appear in the cell as round or oval bodies, from 2 to 5ja in diameter, and 
each has a large eccentric nucleus and kinetoplast. Within the insect host 
or in culture, however, the organism is elongated and develops a flagellum 
(leptomonad form) . In visceral leishmaniasis the organisms are widely 
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distributed throughout the reticulo-endothelial system, particularly in the 
spleen and liver. In cutaneous leishmaniasis the organisms are in the skin 
layers, subcutaneous tissues and mucous membranes only. 

The microscopic findings are: (a) proliferation of the endothelial phago- 
cytes, (b) parasitization and swelling of these cells, (c) collections of large 
parasitized mononuclear cells, (d) destruction or degeneration of other tissue 
elements, and (e) increased fibrosis late in the disease. 

In the spleen, infiltration and congestion with highly parasitized phago- 
cytes are striking. Extracellular organisms may also be seen due to 
the rupture of distended cells during preparation of tissue. The liver shows 
atrophy of liver cells and fibrosis and more evidence of chronic passive 
congestion than the spleen. As in the spleen, however, large numbers of 
heavily parasitized endothelial phagocytes and monocytes are seen, and the 
Kupffer's cells are also parasitized. Mesenteric lymph nodes often are swol- 
len and undergo microscopical changes similar to those seen in the spleen. 
Large numbers of parasitized endothelial cells with accompanying tissue de- 
struction may also be seen in the bone marrow-, intestinal mucosa, interstitial 
tissues of the kidney and, to a lesser degree, in other organs. 

Prognosis: Kala azar varies considerably in severity. According to ob- 
servers in India, mortality is well over 80 per cent, death usually occurring 
within from 7 to 15 months in untreated cases as a result of some complica- 
tion, commonly pneumonia. The patient follows a gradual downward course 
punctuated by febrile and afebrile periods prior to death. Cancrum oris, 
ascites and leukopenia are considered unfavorable prognostic signs. Cases 
which are diagnosed early and treated adequately may, with few exceptions, 
be expected to recover . In the absence of complications , all but the more advanced 
cases have a good chance for recovery. Damage to the liver and bone marrow hin- 
ders recovery to a variable extent, depending upon the extent of destruction. 

Immunity. The degree of immunity possessed by an individual who has 
recovered from kala azar is uncertain. Napier claims that individuals who 
have recovered without treatment have complete immunity of long duration, 
whereas the immunity of treated individuals is less complete and of less 
duration. He also claims that populations afflicted with the disease for many 
generations develop a progressive resistance. It would appear that reinfec- 
tion is comparatively rare. 

Diagnosis : In endemic areas the diagnosis is suggested clinically by the 
presence of splenomegaly, prolonged irregular fever, emaciation, rapid pulse, 
hemorrhagic manifestations and gastrointestinal disturbances. Anemia and 
leukopenia are helpful diagnostic findings. These signs and laboratory findings, 
however, do not necessarily become pronounced for several months and, while 
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of value in dealing with endemic native populations, are not to be awaited in 
troops suspected of being infected. In endemic areas medical officers should 
be on the alert for the earliest clinical manifestations of the disease. 

Splenic puncture for biopsy is a widely practiced and efficient diagnostic 
measure. However,there is an appreciable risk of splenic hemorrhage at- 
tached to this procedure, and it is not recommended for use among troops 
except under unusual circumstances. Puncture of the liver has also been 
practiced, but it is deemed even more hazardous. Sternal puncture, with ex- 
amination of bone marrow, has been found to be an equally effective and safer 
procedure and is recommended for routine use. Examination of the periph- 
eral blood should be made routinely prior to sternal puncture, since para- 
sites can frequently be found in leukocytes by this method. Because of the 
leukopenia it is suggested that concentration of leukocytes of the peripheral 
blood be done prior to examination. Characteristic, swollen monocytes or 
leukocytes crowded with leishmanial forms may be found on preparations 
stained by Romanowsky's method. 

Blood culture on NNN (Nicolle, Novy, McNeal) media will occasionally 
give growth of the organism despite a negative blood or bone marrow exami- 
nation. Growth is usually not evident for from 10 to 20 days. 

Differential Diagnosis: Due to the variable onset and numerous signs of 
kala azar, it is frequently mistaken for a number of other serious diseases. 
For this reason, it is important that a laboratory diagnosis, if at all possi- 
ble, be made preceding therapy. 

Kala azar is probably most frequently mistaken for and treated as ma- 
laria. The febrile course may also lead to a faulty diagnosis of undulant fever 
or typhoid fever. The enlarged spleen may result in a diagnosis of primary ■ 
tuberculosis of the spleen, syphilitic splenomegaly, splenic anemia or schisto- 
somiasis. Hookworm infection may also be suspected. Dermal leishmanoid 
may be mistaken for leprosy. It is important to remember in connection with 
all of these diseases that, in primitive areas or where there is poor sanitation, 
one or more of these diseases may exist concurrently with kala azar. 

Malaria may be differentiated by a positive laboratory diagnosis. If fever 
continues or recurs following positive diagnosis of malaria and adequate 
treatment, kala azar should still be suspected. Undulant fever and typhoid 
fever may also be ruled out by appropriate serological tests. Other causes 
of splenomegaly can be ruled out by a positive laboratory diagnosis of kala 
azar, serological tests for syphilis, and stool examinations for ova of schisto- 
somiasis or hookworm. Biopsies and examination of suspected leprous tissue 
should serve to establish a diagnosis of leprosy or dermal leishmanoid. 
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Relation of Kala Azar to Other Leishmanial Diseases: Cutaneous leish- 
maniasis, like kala azar, has a wide distribution in Asia, Europe, Africa and 
South America. L_. tropica is morphologically identical to L_. donovani. and 
serological tests afford no reliable differentiation of the two organisms. Epi- 
demiologically and clinically, however, the diseases they cause are distinct. 
While L^. donovani is considered to be insect -transmitted, L^. tropica is prob- 
ably transmitted by contact as well as by insect vectors. Neither kala azar 
nor cutaneous leishmaniasis is commonly seen in areas where the other is 
endemic. The reason for this is obscure, although it is thought by some ob- 
servers that the immunity conferred by an attack of either disease is protec- 
tive against the other. In this event, it would be difficult for the non-endemic 
disease to gain a foothold in an area where the other disease is well established. 
Clinically, kala azar is a severe, generalized disease in which skin manifesta- 
tions appear late or not at all. It has a progressive course, and in most cases 
results fatally if untreated. Cutaneous leishmaniasis "is essentially a benign, 
non-fatal, self-limited disease characterized by multiple, crusted, oozing ul- 
cers from 1 to 3 cm. in diameter, within which L_. tropica may be found. In 
South America, cutaneous leishmaniasis may involve the mucous membranes 
and nose with resulting massive tissue destruction (espundia). The pentava- 
lent antimony drugs used in treating kala azar are also curative in cutaneous 
leishmaniasis; local application and injections may be effective in small skin 
lesions. 

Infantile leishmaniasis differs little from ka^a azar other than in the age 
group involved. The infantile form of the disease is common in the Mediterranean 

Post kala azar dermal leishmaniasis and cutaneous leishmaniasis may 
frequently be confused, particularly if facial lesions of dermal leishmanoid 
are nodular in character, thus simulating oriental sore. For all practical 
purposes a clear differentiation of the two conditions is not essential in that 
therapy is the same for both. However, it should be remembered that der- 
mal leishmanoid occurs in areas where kala azar occurs, usually following 
an attack of kala azar and characterized by areas of depigmentation. 

Treatment : Prior to the discovery of the effect of antimony in the treatment 
of leishmaniasis in 1915, there was no effective treatment for kala azar. For 
many years tartar emetic was the drug of choice, and it is still deemed highly 
effective. However, during recent years the safer and more rapidly acting 
organic pentavalent antimony compounds have largely replaced tartar emetic. 

Neostibosan, solustibosan, and ureastibamine are the most valuable mem- 
bers of the organic pentavalent antimony group. Neostibosan (Supply Table 
Si -3245) is the drug of choice. It is supplied in ampules of 0.3 Gm. For an 
adult, dosage should begin with 0.1 Gm. administered intravenously in a 5 per 
cent solution on the first day of treatment, followed by 0.2 Gm. on the second 
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day and 0.3 Gm. on the third day. Dosage should then continue at 0.3 Gm. 
daily until from 3.0 to 4.0 Gm. have been given. For children, dosage should 
be less and should be given intramuscularly in a 25 per cent solution. 

A recent report by Van Dyke emphasizes the superiority of solustibosan 
(Stibanose-Winthrop) in clearing infections of Leishmania (Khartoum strain) 
from hamsters. This drug has a very low toxicity, and larger amounts of 
antimony can be given per dose than is possible with neostibosan. It is not 
available in commercial quantities at present, but is expected to be available 
soon, at which time it will be given a thorough evaluation. 

If a satisfactory response is not secured with neostibosan, ureastibamine 
(not on Supply Table) may be administered. This drug must always be given 
intravenously because of its irritating effect when given intramuscularly. It 
should be given on alternate days beginning with 0.05 Gm., then increasing 
dosage each day by 0.05 Gm. until a daily dose of 0.2 Gm. is being given. A 
total of from 12 to 15 injections should be administered. All injections should 
be diluted with from 5 to 10 cc. of sterile distilled water. Extreme caution 
should be exercised in repeating courses of unreastibamine since there i s 
danger of occasional anaphylactic reactions. 

Other drugs which have been found highly effective in kala azar are the 
aromatic diamidines. Prominent among this group is stilbamidine. These 
drugs, however, are not recommended for routine use because of great 
toxicity. 

A cure may be considered to have been effected when the temperature 
returns to and remains at normal, when the spleen decreases appreciably in 
size or regains normal size, and when a gain in weight occurs. Bone marrow 
or blood examinations should be made to confirm a favorable result 
Relapses occasionally occur following inadequate treatment. At such times 
care should be taken to assure that the original diagnosis of kala azar is cor- 
rect, and if so, the course of therapy should be repeated with administration 
of a larger total dose of the drug. Rare cases may be encountered that are 
entirely drug resistant. 

Dermal leishmanoid should be treated with further courses of pentava- 
lent antimony, although this condition is also occasionally resistant to drug 
therapy. 

The most common disturbance incident to administration of antimony is 
vomiting shortly after administration of the drug. This occurs in about 10 
per cent of cases and is not to be viewed as a contraindication to further 
therapy, although dosage should be reduced or discontinued in cases with 
repeated vomiting. Diarrhea may also occur. If diarrhea is severe, it is 
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advisable to use a different antimony preparation. Typical anaphylactic shock 
may occasionally occur with any of the pentavalent antimony drugs. In such 
cases, adrenalin should be administered immediately and dosage of the drug 
should be markedly reduced or a different antimony preparation used. Jaun- 
dice has also been reported as an occasional result of therapy. 

General treatment should be along rational lines. In all but the very 
early cases, particular care should be taken to protect and restore liver 
function both during and following treatment. Diet should be high in protein 
(100 to 125 Gm. daily) and carbohydrates (350 to 450 Gm. daily) with a 
substantial amount of fat (80 to 90 Gm. daily). Supplemental vitamin therapy 
is advisable. Vitamin K (Menadione, Supply Table SI -41 75) in particular 
should be administered in adequate quantities. Anemia, if marked, will re- 
quire treatment with liver extract and iron. Crude liver extract is recom- 
mended. Possible value may be derived from administration of pentnucleo- 
tide (Supply Table Si -3430) in stimulating bone marrow activity. Co-existing 
disease, such as malaria or complications of kala azar, should be treated with- 
out delay. This is particularly true of pneumonia. Splenectomy is not indicated. 
(Prof. Div., BuMed - F. A. Butler) 

Size of Fibers in Regenerating Nerves: During recovery following sec- 
tion and suture, large myelinated nerve fibers tend to regain their original 
diameters if they regenerate into a distal segment containing fiber pathways 
of equal diameter. Regenerating fibers may be restricted in size if the distal 
segment contains fiber sheaths appreciably smaller in diameter. No increase 
in size is seen when small fibers regenerate into larger fiber sheaths. 

The results of these experiments have a considerable bearing on the use 
of nerve grafts. It is certain that large myelinated fibers (such as somatic 
motor and proprioceptive fibers) will be restricted in size if the nerve graft 
contains fibers the diameters of which are appreciably smaller than those of 
the host nerve. Nerves containing large numbers of exteroceptive fibers are 
contraindicated as sources for nerve grafts. Better recovery will probably 
be obtained if the grafted nerve contains fibers the diameter of which is larger 
than or equal to that of the host nerve. (OEMcmr-81, Hammond and Hinsey, 
Cornell Univ., CMR Bulletin #44) 

ajc $ sft + $ 3fs 

Enhanced Susceptibility of Gram-Negative Organisms to Penicillin; The 
susceptibility to penicillin of highly refractory Gram-negative organisms may 
■be greatly enhanced by methionine, threonine, and methionine 
sulfoxide. The action of the amino acids appears to be synergistic rather 
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than additive. Methionine is essential for the enhancement. Threonine and meth- 
ionine sulfoxide facilitate the effect of methionine following a reciprocal quantita- 
tive relationship. (Shwartzman, Mt. Sinai Hosp. , New York, CMR Bulletin #46 ) 

■4^ s(c J^t 3^1 5^ l^C 

Transmission of Homologous Serum Hepatitis and Infectious Hepatitis: 
Pooled specimens of feces collected from 6 subjects, during various stages 
of homologous serum hepatitis, were administered orally to 19 healthy volun- 
teers. None of these volunteers showed evidence of hepatitis during a 4- to 
6-month period of observation, suggesting that the causative agent either was 
not present in the feces or was not active when administered by the gastro- 
intestinal route. 

Pooled specimens of feces from patients with infectious hepatitis were 
administered orally to healthy volunteers. Hepatitis occurred within 26 days 
in 6 of 12 subjects, confirming the observation of others that the causative 
agent is present in the feces of patients with the active disease. 

Pooled specimens of feces obtained from 2 subjects during the pre- 
icteric stages of experimentally-produced infectious hepatitis were adminis- 
tered orally to 7 healthy volunteers. One developed the disease after 26 days, 
indicating that the agent may be. present in feces obtained during the active .dis- 
ease. Pooled specimens of feces from the same 2 volunteers 3 weeks after the dis- 
appearance of jaundice also were administered orally to 7 healthy volunteers. 
None developed hepatitis during a 4-monthperiod of observation suggesting that 
the agent was not present in the feces 3 weeks after the disappearance of icterus. 

In respect to the experiments with feces obtained from patients- with 
homologous serum hepatitis, the pools used included many specimens from 6 
different patients in various stages of the active disease. If this causative 
agent were commonly excreted in feces, it is probable that it would have been 
present in at least 1 of the 3 pools. All of the volunteers were presumably 
susceptible as judged by age (under 30), the absence of previous history 
of hepatitis, and the lack of clinical or laboratory evidence of hepatic disease. 
The systematic application of a group" of liver function tests at least 
twice weekly made it improbable that a brief attack of hepatitis was overlooked. 
Thus , the failure of any of these men to show evidence of hepatitis sug- 
gests that the causative agent either was not present in the feces of these pa- 
tients with homologous serum hepatitis or was not active when administered by 
the gastrointestinal route. This observation offers a possible explanation for 
one of the puzzling differences between serum and infectious hepatitis, namely, 
the apparent failure of epidemics of hepatitis to originate from the patients 
with serum hepatitis (other than those related to the injection of homologous 
blood products). (Am. J. Med. Sci., July '45 - Neefe et al) 
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Mechanism of the Ceohalin Flocculation Test in Hepatitis : Flocc illa- 
tion of a cephalin-cholesterol emulsion is produced by the isolated gamma 
globulin fraction obtained from normal serum and from the serum of patients 
with hepatitis. The flocculating property of gamma globulin is not affected in 
cases of hepatitis, although there may be an increase of this fraction in the 
serum during the course of the disease . The albumin fraction electr o- 
phoretically separated in sufficient concentration from normal sera tends to 
inhibit flocculation by the gamma globulin fraction, whereas the albumin frac- 
tions from* the sera of cases with hepatitis show relatively less inhibition of 
the flocculation. 

.An hypothesis for the mechanism of the cephalin-cholesterol flocculation 
reaction can therefore be advanced. The gamma globulin component of nor- 
mal serum fails to bring about flocculation because of an inhibitory action 
exerted by substances in the albumin fraction. In disease, a positive floccu- 
lation may be obtained as a result of any of the following alterations: (1) in- 
crease of gamma globulin in such quantity that there is an insufficiency o f 
the normal components of the serum albumin fraction to inhibit the reaction; 
(2 ) diminution of the serum albumin fraction below initial levels necessary 
to inhibit the reaction; (3) diminution in the flocculation- inhibiting properties 
of the albumin fraction. The positive reaction which occurs in hepatitis i s 
probably due to a combination of all these factors, especially to the modifica- 
tion of the albumin fraction. (J. Clin. Invest., May '45 - Moore et al) 

* * 

Ceohalin Flocculation Test in Malaria: The cephalin-cholesterol floccu- 
lation test becomes strongly positive in patients with therapeutic malarial 
fever. This is associated with a definite hypoproteinemia, hypoalbuminemia 
and some increase in total globulin, especially gamma globulin. The serum 
albumin fraction during active infection shows a greatly decreased capacity 
to inhibit the cephalin-cholesterol flocculating properties of gamma globulin. 
The positive cephalin-cholesterol flocculation reaction in malaria is prob- 
ably due to: (1) hypoalbuminemia; (2) a decreased capacity of the serum 
albumin fraction to inhibit the flocculating action of gamma globulin; and (3) 
an increase in the gamma globulin content of the serum. These changes re- 
semble those seen in acute hepatitis. In malaria, the formation of serum 
protein is more profoundly deranged than are many other functions ascribed 
to the liver, and these changes are well demonstrated by a series of cephalin- 
cholesterol flocculation tests. (J. Clin. Invest., May '45 - Guttman et al) 

s|c ^ 't* 



Quantitative Precipitin Method for Estimation of Isoagglutinins : With 
purified blood group A and group B specific substances, precipitin reactions 
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may be obtained with sera containing homologous isoagglutinins. By micro- 
quantitative precipitin technics the anti-A and anti-B content of sera contain- 
ing normal and immune isoagglutinins may be estimated on a weight basis. 

. The quantitative precipitin method should be of considerable value as a 
guide to chemical fractionation and purification of the blood group-specific 
substances. It should make possible precise standardization of sera contain- 
ing isoagglutinin levels at different times and under various experimental con- 
ditions . It should also make it possible to determine whether or not the A and B 
substances from animal and human sources are immunochemically identical. 
(KabetandBezer, Columbia Univ.*, Ms. for publication, CMR Bulletin #45) 

■ 

s|c jfe # sft ♦ Jfc 

False-Positive Kahn Tests in Malaria : A recent compilation of the results 
of Kahn tests done on patients with malaria at the Naval Hospital, Bethesda, 
Maryland, indicates that in 151 cases of malaria in remission (normal tem- 
perature and no parasites on thick smears taken every 12 hours for 48 hours), 
there have been only 1 positive and 1 doubtful Kahn reaction. Of 178 cases 
of acute clinical malaria (with positive peripheral blood smears) , there have 
been 17 positive and 7 doubtful Kahn reactions. The entire group of 329 cases 
has, then, an overall average of 7.9 per cent of positive or doubtful reactions. 
This figure compares with an incidence of 7.7 per cent positive tests in a 
group of 1 ,000 cases of malaria admitted to the same institution since January 1, 
1944, and on whom there is no information as to the activity of the disease at 
the time the blood was drawn for the Kahn tests. The positive reactions which 
occur in malaria are usually transitory and revert to negative in periods vary- 
ing from 2 days to 6 weeks. Only rarely does one remain positive longer than 
6 weeks. In addition, these positive reactions are usually of much lower titer 
than those of active syphilis as measured by quantitative serological tests. 

While Kahn tests on patients with malaria are not repeated if reported 
negative, it is felt that if Kahn tests were done each day during the acute 
paroxysm a much higher percentage of positive tests might be recorded. The 
Naval Medical School is now doing Kahn, Kolmer and Mazzini tests on sera of 
all treated cases of syphilis which show positive Kahn tests, and on all sera 
referred from other activities. 

At present it is considered doubtful that any "pattern" of positivity, using 
any battery of tests, can differentiate false-positive 'serological tests in ma- 
laria. Therefore, the installation of a large battery of tests is considered not 
to be justified. 

Studies are now under way of other methods which may be of us e in differenti- 
ating nonluetic positive reactions, but no decisive information is as yet at hand. 
(Nav. Hosp. andNav. Med. School, Bethesda, Md. - A. A. Bianco and G. W. Stout) 
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The Inheritance of Environmentally Induced Characteristics in Bacteria : 
The problem of environmentally-induced characteristics in bacteria is impor- 
tant both in- theoretical and applied bacteriology. It is of especial significance 
in chemotherapy, particularly as regards the development of sulfonamide - and 
other drug -resistant forms. It is also of fundamental importance because of. 
its bearing on microbic heredity. 

Recent experiments by Severens and Tanner have shown that single cell 
cultures of Salmonella pullorum , Eberthella typhosa. and Salmonella schot - 
mulleri were able to adapt themselves to sodium chloride, mercuric chloride, 
and copper sulfate in concentrations considerably higher than those required 
to inhibit growth of nonadapted strains. The resistant strains were specific 
in their ability to overcome the growth- inhibiting properties of each chemical. 
Single cell cultures of resistant strains retained their resistance for long 
periods of time and through numerous transfers. 

Experiments also showed that populations of the bacteria studied contain 
a few -individuals which possess the ability to withstand the action of the 
chemicals employed, without previous contact with the chemical. 

In view of the hereditary nature and specificity of these changes, it seems 
logical to classify them as mutations. Furthermore, the fact that these resistant 
forms are found in small numbers in normal populations lends further support to 
this idea. It maybe concluded that the adaptation of strains of bacteria to certain 
adverse environmental conditions probably consists of selection from the popu- 
lation mutants which possess this resistant character, thus giving rise to a 
strain composed entirely of resistant individuals. (J. Bact., April '45) 

****** 

Absorbable Oxidized Cellulose with Thrombin as a Hemostatic Agent in 
Surgical Procedures : The need for a relatively absorbable, n o n - irritating, 
hemostatic agent in surgical procedures has stimulated interest in the develop- 
ment of such a substance. It has been found that oxidized cellulose possesses 
satisfactory hemostatic properties when saturated with thrombin in a saline 
solution. 

Uihlein et al have reported a clinical trial of absorbablepxidized cellulose 
(Parke, Davis and Co.) prepared in the form of a transparent, gauze-like ma- 
terial and a heavier material that resembles absorbent cotton. The gauze is 
3 inches square and the heavier material is in a compact strip that measures 
one-half inch in width and one and three-quarter inches in length. The ma-" 
terial, placed in individual sterile envelopes, cannot be reautoclaved since 
this causes disintegration. It may be boiled 3 minutes or kept in 70 per cent alco- 
hol until used. 
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The manufacturer, also supplies concentrated, dried thrombin in ampules 
containing either 5,000 or 10,000 units. The thrombin should be dissolved in 
no. more than 5 cc. of a sterile saline solution to avoid dilution and consequent 
decrease in potency. When absorbable oxidized cellulose is to be saturated 
with thrombin, it first should be dipped in a 1 per cent solution of sodium bi- 
carbonate to which has been added as an antiseptic a 1:5,000 solution of 
phemerol (para-tertiary-oxtyl-phenoxy-dimethyl-benzyl ammonium chloride 
monohydrate) . This solution neutralizes the slightly acidic reaction of oxi- 
dized cellulose and thus prevents the neutral solution of thrombin from being 
inactivated. Seegers and Doub found that oxidized cellulose which contains 
approximately 20 per cent of carboxyl groups destroys thrombin in vitro. 
This additional precaution does not appreciably delay the immediate avail- 
ability of the hemostatic agent and insures its satisfactory utilization. 

The results of the study using this material were encouraging; hemo- 
stasis was excellent and immediate in 37 cases and satisfactory in 20 cases. 

The hemostatic effect of oxidized cellulose seems to depend on its sticky 
character when saturated with blood. It produces minimum tissue reaction 
and is relatively non-irritating and readily absorbable. It can be removed 
from a wound without the secondary bleeding that so frequently occurs after 
removal of ordinary gauze. Since cellulose is a foreign body, however, use 
of a large amount of it in deep, undrained wounds may be unwise. 

In pathologic studies no fibers were found to remain four and one- half 
days after the material had been introduced into the wound. The reaction in 
the tissue was limited to the presence of a few polymorphonuclear cells. 

The results of this study would seem to justify further clinical trial o f 
absorbable oxidized cellulose, both with and without thrombin. In a few re- 
cent cases excellent hemostasis has been obtained with cellulose without 
thrombin. It would appear that there are many uses for this material, and 
its use other than as a hemostatic agent is possible. However, it should not 
replace careful surgical technic. (Surg., Gynec. & Obstet., May '45) 

****** 

Preservation of Whole Blood: The value of blood for transfusion, com- 
pared with that of plasma or of plasma products, lies chiefly in the ability 
of the erythrocytes to perform their physiologic function in the circulation 
of the recipient. The role of the other formed elements in transfused blood 
is relatively unimportant. Studies on the storage of whole blood have there- 
fore been concerned primarily with the problem of optimal preservation of 
the erythrocytes. Improvements in the technic of such preservation are de- 
pendent upon reliable and practical procedures for testing the post -transfusic 
survival of the erythrocytes. 
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For the direct measurement of the survival of the red cells in the circu- 
lation of the recipient, there are available, at present, two methods: (1) 
differential agglutination, based on the transfusion either of group O cells 
to group A recipients or of group M cells to group N recipients; and (2) the 
isotope tracer method, utilizing the transfusion of blood cells containing the 
radioactive iron isotope in their hemoglobin, obtained from donors who were 
injected with radioactive iron salts . With the latter method, the post 
transfusion survival of erythrocytes is followed by measuring the radioac- 
tivity in the blood of the recipient after varying periods of time. Less direct 
in vivo methods include the measurement of increase in bilirubin in the plas- 
ma of the recipient which follows the rapid breakdown of the donor's cells . 
This method is subject to errors which result from variations in the rate of 
breakdown of the erythrocytes and in the ability of the liver to remove the 
bilirubin from the circulation. Perhaps the oldest, certainly the most f al - 
facious method, is the measurement of increases in the recipient's hemoglo- 
bin and red count. Here, accuracy is impaired by many factors, among 
which changes in blood volume are of great importance. 

Attempts to use the behavior of stored cells in vitro as a gauge of their 
state of preservation were at first disappointing. More recently, close inter- 
relationships have been demonstrated among various in vitro characteristics 
including (1) spontaneous hemolysis, (2) osmotic behavior, (3) changes in 
thickness and diameter, (4) rate of potassium loss, (5 ) changes in the acid- 
soluble phosphorus, particularly of the adenosine triphosphate which plays 
an important role in the glycolytic process, and (6) glycolytic power. Close 
correlations exist between some in vitro indices and the ability of the ery- 
throcytes to survive in vivo. Spontaneous hemolysis has proved to be the 
least reliable of the in vitro measurements, being dependent on a number of 
influences including lytic factors in the plasma. The osmotic behavior of 
erythrocytes becomes a fallacious index of their status in the presence of 
di- and polysaccharides. However, in vitro methods offer a means for the 
rapid preliminary appraisal of preservative solutions before they are sub- 
mitted to definitive testing by in vivo technics. 

It is generally agreed that the survival of 90 per cent of transfused cells 
for from 24 to 48 hours in the circulation of the recipient indicates optimal 
preservation of the blood. The lower limit of satisfactory survival has been 
set at 70 per cent. 

Fresh cells are eliminated from the circulation of the recipient at a rate 
of approximately 1 per cent per day. It appears-that the poorer the preserva- 
tion of blood, the quicker is the elimination of the cells from the circulation 
after transfusion. The breakdown products of the red cells may be re-utilized 
to a considerable extent, but on the other hand, if liberated rapidly, they may 
have injurious effects on the recipient. 
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For many years refrigeration has been recognized as essential for the 
preservation of blood. With rising temperatures, above 10° C, increasingly 
rapid deterioration of the blood cells occurs. The adverse effect of such 
temperatures is particularly marked during the first days of storage. At 
temperatures below 4° C. precipitation of fibrinogen takes place, and below 
the freezing point hemolysis may occur. For these reasons storage tempera- 
tures between 4° and 10° C. have been recommended. ■ 

Sodium citrate is the only anticoagulant now in general use. Concentra- 
tions higher than 0.4 per cent may have injurious effects, while concentra- 
tions less than 0.35 per cent may not prevent clotting. Dextrose, added in 
amounts to give final concentrations of from 0.4 to 0.6 per cent, has a favor- 
able influence on preservation, presumably by serving as substrate for the 
glycolytic mechanism of the erythrocytes. Dilution per se may have no par- 
ticular effect, but there is evidence that lowered electrolyte concentrations 
favor preservation, while hypertonic solutions are inferior in their preserva- 
tive qualities. Use of a preservative solution which lowers the pH to about 
7.0 improves the preservation of blood cells by stabilizing -the glycolytic 
mechanism, in particular the concentration of adenosine triphosphate. The 
best preservative mixtures devised so far combine acidification of the blood 
with the- addition of dextrose , using the minimal volume of diluent compatible 
with optimal preservation. 

Red cells stored in simple citrate solutions survive to the extent of 70 
per cent for from 5 to 9 days, while those preserved in neutral dextrose- 
citrate mixtures survive for from 15 to 25 days. In acid-citrate-dextrose 
mixtures 80 per cent or more of the cells survive for 21 days, and 70 per 
cent for from 25 to 40 days. (OEMcmr-381, Rapoport, Children's Hospital," • 
Cincinnati, CMR Bulletin #39) 

* * 

The effect on whole blood (450 samples) of storage for from 40 to 60 days 
has been studied by means of in vitro tests. The results indicate that only by 
correlation of a number of in vitro criteria can a reasonable estimation of 
the possible in vivo survival of stored blood be obtained. 

The survival of red cell's is best when the blood is diluted in the range of 
from 80 to 60 per cent' of the whole blood concentration and when the initial 
pH of the diluent plus the blood is between 7.0 and 7.1, provided the blood is 
sufficiently buffered to prevent the pH from dropping below pH 6.7 during 7 
weeks of storage. Any greater acid shift (due to glycolysis), leads to rapid 
deterioration. Thus, blood that shifts to a pH of from 6.3 to 6.0 after two 
weeks of storage is a poor transfusion risk and is useless if stored longer 
than that. 
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Dilution of blood with isotonic NaCl solution o r balanced salt solution 
does not increase the expected survival time but is not harmful provided di- 
lution is not greater than to 60 per cent of whole blood concentration. If 
dilution is greater, rapid deterioration occurs. Hypertonic conditions cause 
rapid deterioration. Isotonic or slightly hypotonic conditions have given 
the best results. Hypotonic conditions equivalent to 0.8 per cent NaCl or 
lower cause a rapid decrease in survival time. (OEMcmr-151, Par part , 
Princeton Univ.., CMR Bulletin #47) 

$ ;|c $ j|e + + 

Treatment of Chronic Nephritis with Salt- Poor Albumin Solution: Salt- 
poor human serum albumin has been given for periods of from 1 to 30 days 
in a dosage of 50 Gm. per day to seven patients with chronic nephritis at 
various stages of the disease process. 

The diuretic effect of salt-poor albumin was most striking in the severe 
nephrotic state with massive edema. Control studies with amino acid mix- 
tures administered by mouth and intravenously in comparable quantities, 
and also with mercupurin yielded no diuresis under these circumstances. 

Albumin administration in the presence of severe hypertension or nitro- 
gen retention, and in the absence of edema appeared to be contraindicated 
owing to its efficacy in rapidly increasing blood volume beyond the tolerance 
of the cardiovascular system. (OEMcmr-139, Cohn, Harvard Univ., Ms. for 
publication, CMR Bulletin #40) 

TP T 'T >T hT 

Chronic Intermittent Anoxia and Impairment of Peripheral Vision: In a 
study of the effects of lowered pressure at high altitude on peripheral 
vision, Halstead has subjected 20 male volunteers to, a simulated altitude of 
10,000 feet for 5 or 6 hours daily, 6 days a week for a period of from 4 to 6 
weeks. During the third or fourth week of exposure at 10,000 feet, 13 of the 
20 subjects developed a marked and progressive impairment of peripheral 
vision. This impairment was indicated by failure to see targets that had pre- 
viously been readily detected. This occurred in some subjects without any 
associated alteration of central vision, although in others both functions were 
impaired. It developed insidiously in the sense that the subjects were un- 
aware of it. Once established, it could not be relieved immediately by the 
inhalation of 100 per cent oxygen during exposure to simulated high altitude. 
On the same day it could still be detected at ground level, although to a less 
marked extent. The effect was not immediately reversible in some subjects 
at the end of the four- or six-week period; in some instances, days or weeks 
elapsed before return to previous levels of visual efficiency. One subject, 
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who developed a very marked impairment of peripheral vision with delayed 
recovery, was re-exposed 9 months later. During the second exposure, how- 
ever, he breathed 100 per cent oxygen during the middle hour of each daily 
five-hour period at high altitude. Under these conditions no impairment of 
peripheral vision occurred. 

Four additional subjects were likewise repeatedly exposed to a particu- 
lar altitude ranging from 11,500 to 18,000 feet. In these individuals the im- 
pairment of peripheral vision appeared earlier and was more marked as the 
altitude, or the degree of anoxia, was increased , and recovery was slower. 

Some evidence points to the cortex of the frontal lobes of the brain as the 
probable region involved in this alteration of peripheral vision. A similar im- 
pairment has been found to result from removal of one or both prefrontal 
lobes in neurosurgical patients. The effect has not been found following uni- 
lateral removal of any other lobe of the brain. The effect has also been found 
to occur temporarily following partial destruction by lobotomy of both frontal 
lobes in patients. In this connection, it is of interest that Kennard and others 
have found' a temporary alteration of peripheral vision by localized lesions in 
the frontal lobe of the Macaque monkey. 

In the present investigation, 65 per cent of the subjects undergoing chronic 
intermittent anoxia as a result of exposure to altitude pressure of 10,000 feet 
above sea level developed a marked impairment of peripheral vision. (Science., 
June 15, '45) 

Pressor Mechanism in the Spinal Cord: Changes in blood pressure were 
studied in cats in which the intracranial pressure and the spinal intradural 
pressure could be raised independently or simultaneously. The vagus nerves 
of these cats were sectioned and the carotid sinuses were denervated. The 
highest blood pressures occurred when intracranial and spinal intradural 
pressure alone evoked elevation of blood pressure to levels as high as or only 
slightly lower than those accompanying increased intracranial pressure. 

The portion of the central pressor mechanism located in the spinal cord 
is more resistant to prolonged asphyxia than is the portion located in the 
brain. (OEMcmr-487, Windle et al - Northwestern Univ., CMR Bulletin #43) 

j^C j^C 

Metabolism of Plasmodium Gallinaceum ; Acetic acid has been identified 
as one of the end products of pyruvic acid metabolism in suspensions of 
P.. gallinaceum which have been freed from red cells by the use of immune sera. 
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Acetic acidis formed by these preparations only in the presence of pyruvic 
acid and only under aerobic conditions. Roughly from 1/4 to 1/2 of the meta- 
bolized pyruvic acid is oxidized to acetic acid which is not further oxidized. 
From 60 to 90 per cent of the pyruvic acid disappearing from suspensions of 
parasites free of red cells can be accounted for in terms of acetic acid 
formation and complete oxidation to carbon dioxide and water. (OEMcmr-77, 
Taliaferro, Univ. of Chicago, CMR Bulletin #46) 

+ s(c + afr ^ + 

DDT as Mosquito Larvicide: DDT is effective against the larvae of culi- 
cine mosquitoes. In suspension, concentrations of 1 p. p.m. or higher show 
residual toxicity to species breeding in rain barrels. Suspensions and emul- 
sions of DDT were more generally effective against the fresh-water and salt- 
marsh culicines than were surface applications of dusts or oil solutions. As 
little as 0.05 p. p.m. was effective against Aedes taeniorhvnchus . A- sollicitans f 
A. aegypti , Psorophora confinnis , P. ciliata, and Culex q uinq ue f as c iatus . 
(OSRD M-4331, Annand et al, U. S. Dept. of Agriculture, CMR Bulletin #45) 

****** 

Topics to be Withheld from Publication in Unclassified Documents : The 
statement of policy of Joint Security Control concerning publication of medical 
topics (See Burned News Letter of June 8, '45) has been amended as of June 29, 
1945, and now includes the following: 

Malaria : 

A. Information regarding malaria and malarial control will be divided 
into the following classes: 

1. Classified: 

(a) Composition and methods of preparation of biologicals and drugs 
in the developmental stages. 

(b ) Full chemical names , formulae and methods of manufacture of 
chemicals which give promise of being more effective for the treatment, pro- 
phylaxis or field control of malaria than agents now in use. 

(c ) Data on malaria incidence or rates of morbidity which would re- 
veal the strength or location of military organizations. 

(d ) Information concerning the deployment of malarial control and 
survey units. 

2. Unclassified: 

(a) Information about malaria and malarial control which has al- 
ready been published and is a matter of common knowledge. 
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(b) Clinical descriptions of malaria. 

'(c) Material on the biology of malarial parasites and vectors. 

(d) Names, formulae and descriptions of the use of existing chemi- 
cals or biological agents which are matters of common knowledge in the treat- 
ment, prophylaxis or field control of malaria. 

(e) Current incidence or rates of morbidity, without restriction as 
to locality when they are not accompanied by data indicating the strength or 
locations of military organizations. 

B. The joint policy governing the release of publicity of malaria and 
malarial control will be confined to the release of only the unclassified in- 
formation above. 

C. Within the limits of the policy stated in paragraph B. above and under 
the control of Joint Security Control, the Surgeon General of the Army and 
the Surgeon General of the Navy will be authorized to recommend for publica- 
tion articles dealing with malaria, subject to clearance respectively with the 
War Department Bureau of Public Relations or with the Navy Department 
Office of Public Relations. 

Wound Ballistics : Release of information on missile casualty reports. 

1. Releasable Information: 

(a) General information on mechanism of wound production is per- 
missible. 

(b ) Theoretical discussions of wounding mechanisms and of methods 
of determining missile effectiveness.. 

(c ) Findings of studies to determine the best forms of treatment of 
wounds caused by missiles of various types and velocities, but not to include 
data revealing the effectiveness of weapons. 

(d) Clinical reports. 

2. Information Not to be Released: 

(a) Data having to do with missile design. 
Co) Casualty surveys. 

(1 ) Surveys showing relative effectiveness of different missiles 
by body areas hit. 

(2) Tactical data. 

(c) Theoretical discussions of wounding mechanisms and of methods 
of determining missile effectiveness when basic data disclose design of ammu- 
nition. . 

(d) Studies of wounds which include data revealing the effectiveness 
of weapons or missiles. 

(e) Operations data. 
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Aviation Medicine : 
1. Classified: 

(a) New instrumental devices or measures of practical importance 
through the developmental stage. 

Chemical Warfare : 

1. Classified: 

(a) All topics except those approved for civilian defense. 
Miscellaneous: 

1. Classified: 

(a) Disease incidence in the Armed Forces: 

(1) Data on disease incidence or rates of morbidity which would 
reveal the strength or location of military organizations. 

(b) Clothing: 

(1 ) For special purposes - developmental. 

(c) Scrub Typhus: 

(1) Vaccines. 

(d) DDT: 

(1) Hitherto unpublished details of manufacturing processes. 

(2) Detailed descriptions of special equipment for dispersal. 

(3) Formulae of preparations of DDT clearly superior to those 

now in use. 

(e) Statistics (percentages, rates, numbers, names or identifiable 
photographs) of neuropsychiatric casualties. 

(f) Penicillin (and other antibiotics): 

(1 ) Analytical and synthetic chemistry. 

(2) Large-scale production methods - developmental. 

(g) Tanks: 

(1) New or improved protective measures for crews. 

N** *^ 

Modification of Litter (NMRI Model A) : A modification of the semi-rigid 
canvas litter (NMRI Model A), Supply Catalog Stock No. S6-691, has been de- 
scribed by Lt. Comdr. George de Tarnowsky. This modification consists of 
an attached canvas seat, the purpose of which is to secure the casualty in the 
stretcher and to prevent him from slipping down when the litter is suspended 
vertically. It is especially useful when an injury of the lower extremity makes 
it impossible to secure tightly the enfolding lower part of the stretcher. The 
seat is easily made of materials which are available on practically all ships 
and stations, and it can be secured without affecting the strength or durability 
of the litter. The seat is constructed of #10 canvas doubled, and #5 standard 
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Navy grommets; it is attached and used as illustrated. The dimensions are: 
length 21.5 inches, width at both ends 13 inches, width at center 3.5 inches. 

Pharmacist Belton E. Jennings, USN, has suggested replacement of the 
present webbing chin strap by a leather cup strap, such as is used on the 
summer flying helmet. 
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Postgraduate Training in Psychiatry: The American Psychiatric Associ- 
ation wishes to be of service to its members and to other physicians interested 
in psychiatry. The Association is particularly interested in making available 
"refresher courses" of about three months, as well as fellowships or residen- 
cies of a year or longer. In order that appropriate plans may be made, it is 
urgently requested that physicians now in the Armed Forces who wish to avail 
themselves of such opportunities communicate with Dr. Winfred Overholser, 
Secretary, Saint Elizabeth's Hospital, Washington, 20, D. C, indicating their 
desires. 

****** 

Sunglasses: The storehouses and depots of the medical supply system 
are receiving numerous requisitions for Sunglasses, N-l, Type I, purchased 
under Contract NXsX66844. This item is under the cognizance of the Bureau 
of Supplies and Accounts and should be requisitioned from Naval Supply Depots 
under Stock Number 37-G-972, specifying Contract NXsX66844. (Mat. Div., 
BuMed - K. C. Melhorn) 

* * * - * * * 



Public Health Foreign Reports : 
Disease Place Date Number of Cases 



Cholera 


China, Chungking 


June 11-21, '45 


2,000 + (200+ fatal) 






June 21-30, '45 


(spreading) 


Plague 


China, Foochow 


June 11, '45 


30 + 


France, Corsica 


June 16-23, '45 


1 




Great Britain, 








Malta 


June .23-30, '45 


4 




Madagascar 


May 1-10, '45 


4 




Morocco (French) 


May 25 -June 10, '45 


153 




Peru 


April '45 


7 (1 fatal) 






(1 suspected 




Portugal, Azores 


May 2 5- June 2, '45 


1 


Smallpox 


Belgian Congo 


May 5-26, '45 


958 (9 fatal) 




British E. Africa, 








Tanganyika 


May 5-26, '45 


215 (2 fatal) 




Nigeria 


April 7-21, '45 


383 (77 fatal) 




Sierra Leone 


April 7-14, '45 


■ 2 (1 fatal) 






April 17-May 5, '45 


10 




Sudan (French) 


May 21 -June 10, '45 


188 
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Public ffealth Foreign Reports (Cont.) : 



Disease 

Typhus 
Fever 



Yellow 
Fever 



Place 



Algeria 

British E . Africa, 

Kenya 
Chile 
Egypt 

France, Lyons 

Germany 

Guatemala 

Iran 

Iraq 

Mexico, Nueva 
Laredo 



Date 



May 11-20, '45 

May 19-26, '45 
March 23-April 21, '45 
April 21 -May 26, '45 
May 1945 
June 23, '45 
May 1945 

Jan, 28-Feb. 17, '45 
June 2-9, '45 

June 19, '45 



Morocco (French) May 21-June 10, '45 



Nigeria 
Peru 

Sierra Leone, 

Freetown 
Turkey 



Gold Coast, 

Nsawam 

Takoradi 
Sierra Leone, 

Moyamba 
Venezuela, 

Tachira State 



June 17-23, '45 
April '45 

April 15-21, '45 
June 2-23, '45 



June 13, '45 
June 8, '45 



June 13, '45 
June 23-30, '45 
(Pub. Health Reps., July 6, 13 & 20, '45) 



Number of Cases 



44 
8 

63 (3 fatal) 
871 (23 fatal) 
5 

12,000 

143 (14 fatal) 
150 
13 

18 (1 fatal) 
554 
(prevalent ) 
56 

1 

153 



1 (fatal ) 
1 (fatal) 

1 (suspected) 

1 
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To: All Ships and Stations. Op- 23 -2 -MM 

Serial 281223 

Subj: Mechanical Resuscitators and Inhalators, 6 27 31 

Cognizance of. -12 Jul 1945 

1 . Apparatus for respiratory purposes falls in two general categories - that 
for the prevention of asphyxia and that used in the treatment of asphyxia. Ap- 
paratus for the prevention of asphyxia, such as oxygen breathing apparatus, gas 
masks, and respirators used by personnel for protection against toxic gases or 
in spaces with deficient oxygen, is the cognizance of the Bureau of Ships pri- 
marily, with certain special oxygen equipment the cognizance of the Bureau of 
Aeronautics. The apparatus primarily for the treatment of asphyxia, such as 
inhalators (pulmotors or resuscitators) , is the cognizance of the Bureau of 
Medicine and Surgery. 

2. The Bureau of Medicine and Surgery will obtain, distribute, and maintain 
all apparatus, including spare parts and associated supplies, which has as its 
primary use the treatment of asphyxia. 

3. Activities now carrying any of the above Bureau of Medicine and Surgery 
equipment under the cognizance of any other bureau will transfer such cogni- 
zance to the cognizance of the Medical Department. The senior medical 
officer or representative of the Bureau of Medicine and Surgery will receive 
this equipment and assume responsibility for its accounting, maintenance and 
use. 

4. Any supply activity now stocking any such Bureau of Medicine and Surgery 
equipment will submit a list of this equipment to the Chief, Materiel Division, 
Bureau of Medicine and Surgery, U. S. Naval Medical Supply Depot, Brooklyn 1, 
New York City. Upon receipt of this information, instructions will be issued 
for its transfer to the proper medical supply activity. A copy of such list will 
be submitted to the bureau originally having cognizance in order that proper 
transfer of accounting can be made. --OpNav. W. S. Farber. 

****** 

To: All Ships and Stations. BuMed-D-HM 

A3-3/EN10C45) 

Subj: Report of Dental Operations and Treatment (Rev. 1/45) . 28 Jun 1945 

Ref: (a) BuMed ltr A3-3/P5, of 12 Dec 1944; AS&SL Jul-Dec 1944, 44-1391, 
p. 245. 

1. Since the revision of NavMed-K as provided by reference, reports of dental 
operations and treatments indicate the necessity for additional clarification of 
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certain terms in order that NavMed-K (Rev. 1/45) will be properly and uni- 
formly prepared by all dental officers. Therefore, the following directions 
and definitions, effective immediately, are issued for the guidance of all 
medical department activities having dental facilities: 

Ca) The "CASE STATISTICS" section is restricted to the number of new 
conditions treated during the month. Whenever treatment is continued from 
one month to the next, a "CASE STATISTICS" entry shall be made only for 
the month during which treatment was initiated. If a patient is treated for 
two or more conditions, an entry shall be made for each condition. 

CM Under the "EXAMINATIONS" section, the figure entered after "Oral 
Diagnosis" shall indicate the total number of patients examined during the 
month. This figure shall include those for whom records are prepared and 
those for whom special examinations or consultations are given. 

(c) Each activity shall make entries under the "PROSTHETIC CASES 
SUMMARY" section. An activity which does not have prosthetic facilities and 
refers a patient requiring prothesis to a prosthetic activity shall, when treat- 
ment is completed, report the case on the first line under "PROSTHETIC 
CASES SUMMARY". The caption for the line shall be modified, in such cases 
to read "Referred Patients Whose Treatment Was Completed." Theentryfor 
"Patients Awaiting Treatment at End of Month" shall include the number of 
individuals for whom the dental officer is professionally responsible and cog- 
nizant who are awaiting prosthetic treatment at the end of the month. 

(d) Under the "TREATMENT SUMMARY" section, the entry for "Total 
Sittings (Visits)" shall denote the number of individual sittings occurring 
during the month, including examination and postoperative sittings. 

(e) The entry for "Requiring Treatment of Those Examined" shall be 
interpreted as meaning the patients who are examined during the month and 
found to be in need of dental treatment. 

(f ) "Receiving Treatment" shall include all partially completed, essen- 
tially completed, and completed cases treated during the month. 

Cg) "Essential Treatment Completed" is defined as the correction of all 
gross dental defects to such an extent that the necessity for additional dental 
treatment will not be expected for 6 or more months. Patients having re- 
ceived treatment to the extent specified in the preceding sentence shall be 
reported under "Essential Treatment Completed." 

(h) "All Treatment Completed" is defined as the correction of all 
dental deficiencies possible by operative and surgical treatments and the 
restoration of any loss of masticatory function by dental prosthesis author- 
ized by current directives. Patients receiving treatment to this extent shall 
be reported under "All Treatment Completed." Patients having received 
both essential and aU treatment completed shall be reported under both 
classifications. 

(i) Entries under the "REMARKS" section shaU include comments rela- 
tive to conditions or circumstances occurring during the month which have 
affected the dental service. Examples are: (a) One dental officer - 5 days' 
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leave; (b) dental office being renovated - 10 days; (c) dental treatment pro- 
vided for destroyer crew - 30 men treated. Any other remarks which the 
dental officer deems pertinent may be included. 

2. When facilities are adequate, the dental deficiencies of each patient de- 
pendent upon the activity for treatment shall be corrected so that the patient 
will be placed in an "All Treatment Completed" status. When facilities are 
limited and it is impossible to render complete treatment to ail requiring 
attention, the gross dental defects shall first be corrected to the extent that 
the necessity for additional dental treatment will not be expected for a period 
of 6 or more months, viz, essentially treated. After accomplishing "Essen- 
tial Treatment" for all personnel requiring treatment, as many patients as 
possible shall then be provided complete treatment. In this manner dental 
officers will accomplish the greatest good for the greatest number dependent 
upon the activity for dental care. 

3. It must be clearly understood that the dental operations and treatments 
reported are not evaluated by the Bureau solely in terms of quantitative out- 
put, but rather as an indication of the nature, quality, and scope of dental 
service rendered. The best interests of the service' and of patients are not 
served by placing undue emphasis on quantitative production. The quality 

of service rendered must not be sacrificed for the sake of quantity, but shall 
be in accordance with the modern concepts of the practice of dentistry in 
order to insure the highest degree of oral health. --BuMed. Ross T. Mclntire. 

****** 

To: All Ships and Stations. BuMed-TWM-LRD-B 

P2-3 

Subj: Spectacles for Navy, Marine Corps and 

Coast Guard Personnel on Active Duty. 9 Jul 1945 

Ref: (a) BuMed ltr BuMed-T, P2-3(061), of 12 Feb 1945; N. D. Bui. of 
15 Feb 1945, 45-147. 

Encl: (A) List of Optical Dispensing Agencies. 

1. This letter supersedes reference (a) which is hereby canceled. 

2. Personnel of the Navy, Marine Corps or Coast Guard on active duty will 
be provided with new spectacles when required, or with lenses and/or frames 
as replacements for damage or loss in the performance of duty. This program 
is entirely at Government expense. 

3. Applicants for spectacles or optical repair service should apply in person, 
when practicable, at a designated hospital or dispensary, either with a 
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prescription for correction lenses or a request for refraction or repair serv- 
ice signed by a naval medical officer except as provided in paragraphs 14 and 15. 

4. The naval medical officer signing the prescription or the request for repair 
or replacement service must determine the need for the spectacles or service 
on the basis of the applicant's use of them in the performance of his or her of- 
ficial duties. Special cases requiring unusually close work for which bifocals 
are not adapted will be issued the number of pairs of spectacles determined 
necessary by the refractionist. The refractionist will not prescribe lenses 

in 1/8 diopter variations but will prescribe to the nearest 1/4 diopter. 

5. In the case of each applicant, the result of the examination shall be entered 
in the Health Record on NavMed-H-3a (Special Duty Abstract), under Refrac- 
tions. The prescription for spectacles, with additional data concerning frame 
measurements, shall be entered in detail on NavMed-H-8 (Medical History 
Sheet). In case the applicant is found to be not in need of spectacles as a re- 
sult of the examination, an entry to this effect shall be made on the NavMed-H-8. 

6. Repairs and replacements will be made only with materials described in 
.Specifications, see paragraph 13. If this would result in right and left lenses 
or frames being unmatched in size, shape or color, new spectacles will be pro- 
vided. When one or both lenses in rimless glasses are broken, they will be 
replaced with new spectacles conforming to specifications. 

7. Through the medium of optical service units, base and mobile types, spec- 
tacle repair and replacement facilities are available to various theaters of 
operation. The optical repair facilities are attached to certain fleet and base 
hospitals and hospital ships and shall be used by Naval, Marine and Coast 
Guard organizations operating abroad in areas served by these facilities. 
Naval, Marine and Coast Guard organizations located beyond the continental 
limits, in areas which are not served by optical service units, may request 
that arrangements be made for service by mail through designated hospitals 
and dispensaries in parts of the continental United States nearest to the areas 
for which service is desired, such requests being made through the comman- 
dant of the nearest naval district. 

8. When personnel requiring service present a properly signed request for 
repairs or replacements or a prescription, at one of the designated hospitals 
or dispensaries, personnel of the dispensing unit will take facial measure- 
ments, prepare an order form listing all the information necessary as to the 
type of optical service needed, and forward the order to the contractor optical 
shop. Spectacles will be returned to the dispensing unit after completion by - 
the contractor optical shop, and delivery of the spectacles will be made. 

9. Personnel from visiting ships in port shall obtain optical service from the 
designated hospital or dispensary nearest the port. 
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10. Activities designated for optical dispensing will provide the service when 
informed that applicable contracts have been awarded or when copies of appli- 
cable contracts have been received from the Bureau of Supplies and Accounts. 

11. The designated optical dispensing activities will initiate purchase orders 
through regular channels, and all payment and accounting procedures will fol- 
low the same routine as other sundry purchase of supplies under contracts. 
At naval hospitals, glasses and incidental services procured for in-patients 
will, upon issue, be charged to General Ledger Account 10, Operating Expense 
and Expense Analysis Account E102, Wards. When furnished to staff personnel 
and personnel from other commands, the cost thereof will be charged to Gen- 
eral Ledger Account 13, Navy as a whole, and Expense Analysis Account E302, 
Out- Patient Services. At other activities the cost of all glasses and incidental 
services procured will be expended under the caption "Miscellaneous Medical 
Department Supplies" and reported on line 34 of Statement of Receipts and Ex- 
penditures of Medical Department, NavMed E. 

12. Designated optical dispensing activities should request increase in allot- 
ments, under the subheads applicable to orthopedic and prosthetic appliances, 
to the extent that the funds available in the total quarterly apportionments of 
existing allotments are not sufficient to cover the additional expenditures aris- 
ing under this program. 

13. Specifications: Spectacles to be issued, either as new eyeglasses or as 
replacements, shall conform, to the following specifications: 

(a) Frame: Shall be of plain bridge design, wrap-around or semi-wrap- 
around, ful-vue construction, rocking zylonite pads, riding bow comfort cable 
temples, double screw split joint end pieces, and of 1/10 12K yellow gold- 
filled material in either smooth, channel, beaded, or lightly engraved finish. 

(b) Lenses: Shall be of white toric and/or meniscus form, single vision 
or Kryptok, ground and polished from high quality ophthalmic lens blanks 
manufactured to the quality standards of first quality Balcor, Centex, or Ron- 
tor lenses or their equal. Tolerances for surface quality, power, centering 
and thickness shall be those regularly accepted for lenses of that type in 
good commercial practice. 

14. When on duty where eye refraction by a naval medical officer cannot be 
obtained, a refraction by a qualified medical officer of the Army or of the 
Public Health Service should be obtained if practical. Request for this re- ■ 
fraction should be signed by a naval medical officer or officer in charge, and 
the procedure for obtaining spectacles shall be as provided in paragraph 15. 

15. Personnel on independent duty who are unable to avail themselves of 
Navy, Army or Public Health Service refracting facilities should request, 
authority for civilian refraction from the Bureau via official channels, stat- 
ing the need and giving the estimated cost of the refraction. If approved, the 
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prescription and the proper spectacle dimensions, measured by the civilian 
specialist, together with the Bureau's authorization, shall be sent by the civil- 
ian specialist to the Navy optical dispensing unit designated in the authorization. 
The Navy optical dispensing unit will have the glasses fabricated according to 
the regular procedure and will return them to the civilian specialist who will 
be responsible for properly checking and fitting the spectacles. Bill, in dupli- 
cate, covering the cost of refraction services should be submitted to the Bureau 
by the civilian specialist bearing the following certificate and acknowledgement: 
"Certified correct and just; payment not received," (signed by person render- 
ing the service); "Receipt of refracting services as above acknowledged," 
(signed by person receiving the services). --BuMed. Ross T. Mclntire. 

Enclosure (A) 

LIST OF OPTICAL DISPENSING AGENCIES 
FIRST NAVAL DISTRICT 

U. S. Naval Hospital, Chelsea, Mass. 

U. S. Naval Construction Center, Davisville, R. I. 

U. S. Naval Hospital, Newport, R. I. 

U. S. Naval Hospital, Portsmouth, N. H. 
THIRD NAVAL DISTRICT 

U. S. Naval Hospital, Brooklyn, N. Y. 

U. S. Naval Hospital, Sampson, N. Y. 

U. S. Naval Hospital, St. Albans, N. Y. 
FOURTH NAVAL DISTRICT 

U. S. Naval Hospital, Philadelphia, Pa. 
SEVERN RIVER NAVAL COMMAND 

U. S. Naval Hospital, Annapolis, Md. 
POTOMAC RIVER NAVAL COMMAND 

U. S. Naval Hospital, Quantico, Va. 

U.S. -Naval Hospital, Bethesda, Md. 

U. S. Naval Dispensary, Washington, D. C. 

U. S. Naval Air Station, Patuxent River, Md. 
FIFTH NAVAL DISTRICT 

U. S. Naval Hospital, Bainbridge, Md. 

U.S. Naval Frontier Base, Norfolk, Va. 

U. S. Naval Hospital, Camp Lejeune, N. C. 

U. S. Naval Hospital, Portsmouth, Va. 
*U. S. Naval Training and Distribution Center, Camp Peary, Williamsburg, 
Va. 

*U. S. Naval Hospital, Naval Operating Base, Norfolk, Va. 
NAVAL AIR INTERMEDIATE TRAINING COMMAND 

U. S. Naval Air Station, Atlanta, Ga. 
SIXTH NAVAL DISTRICT 

U. S. Naval Hospital, Charleston, S. C. 

U. S. Naval Hospital, Parris Island, S. C. 

U. S. Naval Convalescent Hospital, Asheville, N, C. 
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SEVENTH NAVAL DISTRICT 

U. S. Naval Hospital, Jacksonville, Fla. 

U.S. Naval Hospital, Key West, Fla. 
EIGHTH NAVAL DISTRICT 

U. S. Naval Hospital, Corpus Christi, Texas 

U. S. Naval Training Center, Gulfport, Miss. 

U. S. Naval Hospital, Houston, Texas 

U. S. Naval Hospital, Memphis, Tenn. 

U. S. Naval Hospital, New Orleans, La. 

U. S. Naval Hospital, Norman, Okla. 

U. S. Naval Hospital, Pensacola, Fla. 
NAVAL AIR PRIMARY TRAINING COMMAND 

U. S. Naval Air Station, Glenview, 111. 
NINTH NAVAL DISTRICT 

U. S. Naval Training Schools, (Radio Chicago), Chicago, 111. 

U. S. Naval Hospital, Great Lakes, 111. 

U. S. Naval Dispensary, Navy Pier, Chicago, 111. 
ELEVENTH NAVAL DISTRICT 

U. S. Naval Hospital, Santa Margarita Ranch, Oceanside, Calif. 

U. S. Naval Dispensary, Long Beach, Calif. 

U. S. Naval Hospital, Long Beach, Calif. 

U. S. Naval Hospital, San Diego, Calif. 

U. S. Naval Training Center, San Diego, Calif. 

U. S. Marine Corps Base, San Diego, Calif. 

U. S. Naval Repair Base, San Diego, Calif. 

U.S. Naval Air Station, San Diego, Calif. 

*U. S. Naval Training & Distribution Center, Camp Elliott, San Diego, Calif. 
*U. S. Naval Hospital, Corona, Calif. 

*U. S. Naval Receiving Station NOB Terminal Island, (San Pedro) Calif. 
TWELFTH NAVAL DISTRICT 

U. S. Naval Hospital, Mare Island, Calif. 
U. S. Naval Hospital, Oakland, Calif. 
U. S. Naval Hospital, Shoemaker, Calif. 

U. S. Naval Advance Base Personnel Depot, San Bruno, Calif. 
U. S. Naval Training & Distribution Center, Shoemaker, Calif. 
U. S. Naval Hospital, Treasure Island, Calif. 
THIRTEENTH NAVAL DISTRICT 

U. S. Naval Hospital, Astoria, Oregon 
U. S. Naval Hospital, Bremerton, Washington 
U. S. Naval Hospital, Farragut, Idaho 
U. S. Naval Hospital, Seattle, Washington 
*U. S. Naval Hospital, Corvallis, Oregon 

* Dispensing Agencies currently being added to list. 
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To: 



All Ships and Stations. 



BuMed-RP-INB 
P3-1/P19-1 



Subj: 



Psychoneurotic Patients, Revision of 
Policy Regarding Disposition of. 



9 Jun 1945 



Refs: (a) BuMed ltr P2-5/P16-3C092), of 29 Dec 1942. 

(b) BuPers-BuMed joint ltr Pers-66-McG/P3-5; BuMed-RP-IMB/ 
P16-3/P3-2, of 30 Apr 1945; N. D. Bui of 30 Apr 1945, 45-449, 

1. Reference (a), which was addressed to the commanding officers of all 
naval hospitals within the United States, is hereby canceled. The policy of 
the Bureau, however, as expressed therein to the effect that, in general, pa- 
tients presenting a definite diagnosis of epilepsy, constitutional psychopathic 
state (personality disorder), central nervous system syphilis, psychosis, or 
psychoneurosis should not be returned to active duty, is hereby reaffirmed 
except as stated below. 

2. The above outlined policy is hereby modified insofar as it is applicable 
to personnel disabled by reason of a psychoneurosis. From current exper- 
ience it has become evident that personnel, particularly those who have been 
exposed to combat or operational conditions, may develop psychoneuroses 
which are neither permanent nor totally disabling. Many of this group of 
personnel can be returned to duty, or to a limited-duty status with a view to 
further rehabilitation. 

3. In view of the above it is desired that in evaluating the fitness of subject 
patients for further service, medical officers give due consideration to the 
foregoing and that boards of medical survey make appropriate recommenda- 
tions for return to duty or to a limited-duty status whenever such disposition 
seems warranted. 

4. This does not modify the provisions of reference (b), which set forth the 
policy regarding disposition of partially disabled enlisted men of the naval 
service. --BuMed. Ross T. Mclntire. 



45-801 
To: 



All Ships and Stations. 



BuMed- Fa- HFM-hwl 
Ll-2/ENl0(073) 



Subj: 



Object and Subobject Classification of Medical 
Department Appropriational Estimates, 
Obligations and Expenditures. 



7 Jul 1945 



(Owing to limited space, the above Form Letter is listed by title only.) 



****** 
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